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CHAPTER I 
INTRODUCTION 
This thesis is a study of nineteen patients referred to 11 
I 
Social Service from the Seizure Clinic of the Massachusetts 
Memorial Hospitals. It is an attempt to study some of the 
ways in which social service help was provided for the Sei- I I! 
zure Clinic patient. The questions the study attempt:! to an- 'I 
swer are as follows: 
1. What are the problems for which these patients are 
referred to the social worker? 
2. What are the problems with which the social worker 
can offer help? 
3. What difficulties are encountered by the social 
worker in helping these patients? 
4. How is the help administered by the social worker? 
Scope of the Study 
The nineteen cases studied were referred to the social 
worker during the period from January, 1949 through January, 
1950. Twenty-one cases were excluded from the study because 
of insufficient recorded material. Many of the cases in-
eluded in the study had been referred to the social service 
department more than once. Where possible the latest referral 
was used as the focus for the study and information gleaned 
• • • • 1 • • ... --q I- ' 'J I ' 
.j 
[I from earlier contacts was utilized to round out the under- - II 
II standing of the patients' social problems. In several cases, jj 
I' I 1 the patient did not come in for an interview with the social 
I 
I 
.I 
II 
worker at the time of the second referral, and in these in-
stances only the report of the earlier contact was used. 
I. 
All the patients had at least one exploratory interview wit h ' 
the social worker. 
Sources of Data 
The case records of the social service department were 
the primary source of data. Where these records were mini-
mal in content, information was collected from the "blue 
sheet" summaries of social service activity attached to the 
medical record. Where necessary conferences were held with 
'I 
I 
1
1! 
I 
the social workers. The writer attended Seizure Clinic see- I 
sions regularly. There clinical observation of the patient I 
was possible with pertinent lectures and discussions led by I 
I 
the Chief of the service. Use was made of literature to 1\1 
arrive at some fundamentals or the medical, social, and per- I 
eonsJ.i ty factors involved in the seizure patient 1 s problems. 11 
Methods of Procedure . 
A schedule was developed from the abstracts of several 
social service records, and a copy of this is included in the 
appendix. The schedule was used as a guide for data suffi- 1 
cient to answer the questions posed by this study. The data l 
compiled from the several sources aforementioned were classi_i( 
tied. Identifying data and medical information were also 
II 
2 
I 
\' 
·I j 
I 
,. 
collected in order to 
'\ with the total clinic 
facilitate the comparison of this group
1 
population. It was necessary to draw 
I 
,1 up interpretations of each case in order to evaluate meaning- , 
,I fully the individual significance of each one. The main 
method employed in this study is qualitative, with some quan-1 
II 
titative methods used to poin.t up internal clarity, not for 
1 general comparisons. 
'\ Limitations of the Study 
I 
1l the 
The nineteen patients studied comprised 15.2 per cent ofu 
total clinic population during the same period. 
jl 
The sam- il 
l ple studied, then, represents a very small group. It would 
I be presumptuous to draw far reaching conclusions from such a 1 
small sample. Since the first few years of a clinic's exist- : 
ence are usually full of change, one may expect few current h 
, trends to emerge from this study. Rapid changes in the prac- II 
' tice of the timing of' referrals to social serTice and of the 11 
II types of' referrals social service came as the experience of 
1 
I the Clinic staff' grew. These findings are applicable to a . 11 
1 given group 
,! eral way. 
at a given time and are not applicable in a gen- I , 
I 
I 
Va1ue of the 
In spite of the limitations mentioned above, the value !I 
Study 
of' the study should lie in indications of' the special social 
I 
I! 
'I 
needs of seizure patients. The study should also indicate 
how generic casework principles operate in working with 
epileptic patients. 1: 
1 
I 
' · ..... 1~1Pi-I'Pt'IP IP fill .. ,' 1 ~PI" .,,-,-. I 
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CHAPTER II 
THE HISTORY AND MEDICO-SOCIAL 
DlPLICATIONS OF EPILEPSY 
A common fundamental understanding of this disease 
seems to be a necessary forerunner of a clear discussion of 
I 
II 
I the social difficulties of the nineteen patients studied. 
I 
I! 
The historical significance of the disease clings to cere-
bral dysrhthmia with 
note it. "Epilepsy" 
I 
the term which popularly used to de- I' 
is derived from the Greek word for sei- ' 
zure. The disease can be traced back to earliest historic I 
times.l "Epilepsy" ia a name for a disease about which, un- 1 
til recently, very little was known. 
The discovery ot the anti-convulsant property of bro-
mides in the middle of the nineteenth century marked the be-
ginning of treatment for epilepsy. However its use was based 
I 
on the belief that epilepsy was due to too much sex or too 
little sex, or the wrong kind of sex.2 The last twenty-seven 11 
years of work have brought to light more refined treatment 1! 
methods based on scientific knowledge of the physiology of 
lFrederick A. Gibbs, M. D., A Modern View of Epilepsy, 
p. 2. 
2Ib1d., p. 4. 
the disease.3 
The physiological basis of any seizure is a 
sudden, violent, excessive discharge in an area 
of brain cells. The clinical manifestation (the 
seizure) is initially a disturbance in the normal 
function of that tissue, either as a loss of that 
function (i.e. aphasia when the seizure discharge 
involves the speech area of the cortex) or invo-
luntary disorderly use of the function (i.e. jerking of the right hand when the seizure dis-
charge involves the motor hand area of the left 
cortex.) The subsequent clinical manifestations 
depend upon the manner and extent of spread of 
the seizure discharge within the brain. When the 
spread is extensive and involves large areas of 
the brain, a tonic-clonic convulsion (a "grand 
mal") results. When the seizure discharge remains 
localized, the initial clinical manifestation con-
stitutes the entire attack, and may be called a 
minor seizure. Once under way, a major seizure 
is indistinguishable from another major seizure. 
It may be called "grand ma1 11 for descriptive pur-
poses, but to do so has little diagnostic signifi-
cance. It is in the onset of the attack that the 
greatest diagnostic and therapeutic significance 
lies, for it is this which tells !n which part of 
the brain the seizure originates. 
Along with the discovery of the physiological basis of 
epilepsy came the ability to separate out the various types 
of epilepsy and the rapid discovery and development of 
therapeutic drugs applicable to these specific types. Be-
sides the discovery of the therapeutic aids, an invaluable 
aid to diagnosis in the hands of the expert has been the 
electroencephalograph. 
The implication of these scientific discoveries and of 
3Gibbs, A Modern View of Epilepsy, p. 2. 
4I. Charles Kaufman, M. D., Treatment of Seizures, 
p. 1. 
I 
I 
,, 
,, 
I 
I 
I 
I 
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medical aids for the epileptic patient has great positive 
II 
value. In contrast to the old method of treating the epi- 'l 
leptic as a physically ill person, it Wiisthnowthmeedaiicdasll
0
fy aadc-cu- ~~~ 
Yised that activity is good therapy. 
rate dis.gnostic tools, the prevalence of treatment methods, 
the epileptic patient is not only helped to take his place 
I as a productive person in society, but is even advised to do 
so as an integral part of the therapeutic program. However 
the optimism of these features belies the reality that the 
indiTidual with epilepsy has to tace when he attempts to do 
so. 
I 
I 
I 
I 
On the whole the epileptic person meets with social at- I 
titudes that have been irrationally carried over from the 
century old explanations of the convulsive phenomena. Today 
I 
no one will admit to believing in the theory of demon posees-
1 
I 
sions. The war against these irrational ideas is being waged, 
I 
by the National Epilepsy League. The purpose or this organiJ I 
zation is to engage in programs ot research, professional 
relations, and public education. 
The emphasis on social education is an important one. 
In 1948, Dr. Gibbs stated that there were 800,000 epileptics i 
in the United States.5 This meant that one out of every 
two hundred persons was an epileptic. To keep this number 
of people in a state of economic dependency creates a large 
5Frederick Gibb ni+ 1 s, Q:Q.• ~· , p • • 
I 
I! 
il 
II 
6 
and unnecessary burden on the nation. The large extent to 
which the average epileptic can take his place as a pro-
ductive person has been championed by many studies. In one 
study of two hundred fifty, two hundred were considered em- 1 
11 ployable with modern medical treatment. Of the remaining 
I 
j! 
II 
titty persons, 25 per cent were considered employable, but 
only under sheltered workshop conditions. This was because 
of the severity or frequency of their seizures. Another 25 .j 
per cent were considered to require rehabilitation and re- I 
adjustment. The remaining 50 per cent or twenty-five indi-
viduals were seen to have major personality disorders which 
necessitated extensive psychiatric treatment. 6 Only too 
often those factors pertaining to the fifty out of the two 
hundred fifty epileptics are popularly called upon to indict 
the whole group. It is even more important to keep in mind 
that personality traits associated with epilepsy may be pro-
duced by any chronic disease.7 
II 
I 
Today one thinks not merely of symptom relief of the 1 
so-called "incurable" diseases. The operational concept is il 
II 
that rehabilitation and symptom relief can be achieved. Both 
:• 
are intended to mean to help the afflicted person obtain re- 1 II 
lief from his symptoms and to achieve restoration of his 
working capacity and the capacity to engage ih all the 
6Bement Hibbard, Are Epileptics Employable?, pp. 4-5. 
7Tracy Putnam, Convulsive Seizures, p. 26. 
li 
I 
'I I. I 
7 
' routine pursuits of lire. S The program or rehabilitation 
applied to the problem of the epileptic means quite clearly 
11 treatment ror the seizures of the epileptic and a program of II 
I 
" 
I 
education for the community and the patient's family. 
Of great, sometimes determining, importance in the 
course of a case of convulsive disorder, is the attitude of 
the family toward the patient. 
This is most striking when the seizures begin 
in childhood. The parents may take either of two 
attitudes, or both; they may be over-solicitous 
and over-protective, or they may be resentful of 
the illness, attempt to hide it, and punish the 
patient in subtle ways for it. At one extreme, 
the child who is afflicted may receive an undue 
share of love and attention, be relieved of every 
duty in the home and at ashool, and may in the 
long run be transformed into a spoiled invalid 
incapable of taking his place in life even if the 
seizures are controlled, unless at the . expense of 
a determined struggle. At the other extreme, the 
existence of seizures may be felt to be a disgrace 
to the family and the patient may find himself re-
garded as unworthy of any educational and social 
advantages.9 
The personal and social rejections which the epileptic 
!I has had to bear tends to make him withdraw and build a wall 
11 of protection around himself. Very often the problem epilep-
1 
I 
tic will become self-centered, hesitant to plunge into re-
lations with others. 
Often emotional problems loom large in the 
total clinical picture presented by the epileptic. 
Frequently these are obviously the result of the 
8Henry H. Kessler, Rehabilitation of the Physical!z 
Handicapped, p. 90. 
~racy W~tnam, ~· ~., P• 26. 
==~~==========~ 
8 
change in his relations resulting from his dis-
ease. In other cases, it seems as though the 
epileptic attack is originally an expression of 
these emotional problems. In any event, in most 
epileptics, the seizure can be seen as a pattern 
of reactions to emotional stress. It is, there-
fore, frequently necessary to give psychotherapy 
to the epileptic patient.lO 
With intelligent mature handling by parents and teach-
!I 
ll 
II 
II 
ers, the child may overcome the emotionally handicapping ef- j 
fects of prolonged, painful, or crippling illness.ll For I 
these epileptic patients who have experienced the onset of 
epilepsy during childhood and adolescence have of necessity 
also experienced much social and psychic trauma. Perhaps 
the most universal of these traumata has been the need to be 1 
separated from his age mates by leaving school. 
The individual who must accept a diagnosis of epilepsy 
has to anticipate control of his seizures under medical re-
gime but not a cure. Unfortunately, many persons with epi-
lepsy have for a variety of reasons neglected the necessary 
submission to a medical regime. To some extent the time 
lapse may be accounted for by the relative newness of the 
diagnostic tools, the few skilled technicians, and until 
very recently the paucity of treatment methods and f acili-
ties. The extent to which these factors have participat.ed 
in causing a long interval between onset of the illness and 
lOr. Charles Kaufman, £E• cit., p. 11. 
l lspurgeon English and Gerald H.J. Pearson , Emotional 
Pr oblems of Living, pp . 99 - 104 . 
I 
II 
II 
'I II 
9 
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I treatment for the illness now greatly decreased. This 
time lag, which is in several cases a considerable one, plays 
an important part in the difficulty which the epileptic must , 
overcome in order to solve some of his social problems. 
• • • it is evident that interpersonal re-
lationships ranging from simple friendly contacts 
to marriage involve for the epileptic additional 
considerations which the non-epileptic does not 
have to meet. Frequently he needs help in over-
coming the difficulties presented.l2 
Thus, it can be seen that a vast range of resources is 
called upon to serve the epileptic patient in his rehabili-
tation. First of all, adequate medical diagnosis with the 
concomitant special medical regime of anti-convulsant drugs 
is essential. Secondly, the promotion of constructive ac-
tivity for the epileptic to that degree that he is able is 
highly recommended. This calls into play all those organi-
zations for education of the public and public officials-
the schools, churches, employers and legislators. Finally 
for those epileptics that may require it, the specialized 
services of the social worker, the vocational counselor, and 
if necessary the psychotherapist, should be utilized for 
themselves and their families. 
12Joan c. Thomas and Elable MCL Davidson, ££· cit., 
P• 54. 
I 
,, 
'I 
II 
10 
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CHAPTER III 
THE CLINIC SETTING 
The Psychosomatic Clinic was organized in 1946 under 
the aegis of the Department of Psychiatry and Neurology of 
The Massachusetts Memorial Hospitals and the Boston Univer-
sity School of Medicine. The Clinic operates as part of · 
Outpatient Service of the Hospitals, but is financed in part 11 
by the Medical School. The function of the Clinic is to 
provide treatment facilities for patients and a teaching 
unit for medical students and residents. The staff doctors 
are members of the general hospital personnel and of the 
Boston University teaching staff. 
The Department of Psychiatry and Neurology consists of 
the Psychosomatic Clinic, the Neurology Clinic, and the In-
patient Service. This last service screens all patients on 
the Medical Service in the Hospitals, and the residents 
serve as consultants on the Surgical Service. Those patients, II 
children and adults, whose illnesses are complicated by emo-
tional disorders or by seizures are picked up for treatment 
and study while in the hospital. Some are referred to the 
Psychosomatic Clinic upon discharge. All three services 
provide casework service. 
The psychiatric social worker covers the Psychosomatic 
11 
'I I, 
I 
' '._ .. __, _ _., ... ,,. I,.. r- -·. IJII.-.......... 
Clinic as a member of the psychiatric team. The personnel 
of the Psychosomatic Clinic consists of eight staff paychia- 1 
trists, and eight psychiatric residents. There are three 
psychiatric social workers and seven psychiatric social work ! 
students assigned to them. One psychologist is employed 
part-time with two graduate psychology students. Usually 
four or five fourth year medical students spend one month 
observing and treating patients under the supervision of a 
at af :r psychiat ri at. 
There are three distinct components of the Psychosomatic ! 
Clinic, namely, Adult, Children, and Seizure Clinics. This il 
study is concerned only with the Seizure Clinic. 
The Seizure Clinic was added to the Psychosomatic Olin- '; 
I 
ic in Seotember 1947 It was organized to meet a community 
.i need for. additi:nal c:re for epileptic patients. The pri-
jj 
il 
I 
mary aims of the Seizure Clinic were defined as: (1) pro-
viding care for epileptics; (2) affording opportunities for 
research in epilepsy; (3) gathering case material for the 
training of medical personnel in the diagnosis and treatment 
of patients with seizures.l3 
The Seizure Clinic meets regularly one entire afternoon 
each week in five available rooms of the area designated as 
the Psychosomatic Clinic. The average number of patients 
seen at each meeting is from ten to fifteen, two of these 
13r. Charles Kaufman and Avery Weisman, Experiences of 
a Seizure Clinic, p. 1. 
12 
, ----~••@QIII ,IIJ'.., Iii, 'IN"' ~~·· 
usually being new. New patients are seen principally as a 
· result of referral from social agencies and other clinics. 
The diagnostic study of each new patient is patterned 
after a technic evolved at the Cushing General Hospital 
during World War II, and includes clinical data., social data, :' 
I 
j and laboratory data (particularly the reading of the electro- 11 
I' 
II 
I 
il 
encephalogram). The diagnostic classification of epilepsy 
used is one modified after Penfield, namely, highest level 
{idiopathis) seizures, focal seizures, and cerebral (not a 
true type, a tentative diagnosis) seizures.14 Each patient 
is seen for a period of diagnostic study prior to the ad-
ministering of an anti-convulsant drug. The practice of the 
Clinic is to follow each patient in the early stages of 'I 
I 
treatment very closely in order to find the apnropriate doe- 1 
agee and combinations of drugs for the particular patient. 
Periodic blood and urine examinations are obtained on all 
patients to detect early evidence of drug toxicity. 
I
I The Chief of the Seizure Clinic has been aware of the 
I variety and intensity of emotional problems in the patients. 
The attempt has been made whenever possible to study and 
deal with these problems which range from situational diffi-
culties to profound character problems. The psychiatric so-
cial work staff and student social workers are of aid in 
this aspect of the Seizure Clinic therapeutic program. Each 
14I 
_lli.., p. 2. 
13 
, ____ _...,.-~J..,..,.. •• ,. ,.. . ,,., .. .,-r-·· 
!I 
11 referral is discussed with the social worker beforehand. The 
1 activity of the social worker varies from reassurance and II 
' emotional support to environmental manipulation and intensive 
I casework in regular interviews. At one time, part of the 
'I period included in this study, there was only a part-time 
'I 
! social worker available. Where fairly intensive psychother-
l apy is deemed necessary for the particular patient, it has 
!II been necessary to fit the patient into time available from 
I . I the staff of the Psychosomatic Clinic Adult Section. 1 
I The plan of the Clinic is concerned with the treatment j 
l1 of the whole person. In order to achieve this purpose, in 
It 
d addition to the medical surveillance, the optimal plan out-
il 
'I 
II 
I 
I 
lined by the Chief of the Service would be for the patient 
to be interviewed for one hour every six weeks by the resi-
dent fellow or Chief. The purpose of this interview would 
be to ascertain the individual progress •. Those needing more 
intensive treatment would accordingly be seen more frequentl~ 
At the present time, because of the small number of available ' 
residents in the Department of Psychiatry and Neurology, pa-
tients are scheduled to be seen for evaluative interviews of 
one half hour every three months. 
I 
I 
I 
I 
!I 
14 
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CHAPTER IV 
FINDINGS AND ANALYSIS OF DATA 
The nineteen patients treated at the Seizure Clinic of 
the Massachusetts Memorial Hospitals, Psychosomatic Clinic, 
I 
were referred to Social Service from January 1, 1949 to Jan- I 
II uary 31, 1950. These patients represent an estimated 15.2 
II 
per cent of the total number of patients in treatment for 
seizures during this same period. 
I 
Each of the main diagnostic -classifications found in the 
total Clinic population is represented in the group studied. 
The patients were noted by the physician to have achieved 
from 25 per cent to 100 per cent seizure control since the 
beginning treatment. From the data of the frequency of the 
attacks of these patients before treatment became effective, ' 
the writer noted that the variation of frequency was wide. 
The patient with most frequent number of attacks had had 
1\ from one to seven daily. The pat lent with the least frequent ! 
~~ had had one seizure annually. There was a great deal of in-
11 dividual variation between these two extremes. 
Although in the total Seizure Clinic population the 
distribution of sexes was fairly even, the group studied was 
weighted by a majority of three men. Table I shows the ages 
of the patients. 
TABLE I 
AGES OF PATIENTS 
Age Range in Yeare Number of Patient a 
11-15 2 
16-20 1 
21-25 7 
26-30 4 
31-35 2 
36-40 3 
Total 19 
This group is a relatively young one. The youngest 
member is thirteen years old, the eldest is forty. The ma-
jority of the patients are in their twenties. In age, this 
group closely resembles the total Clinic population. 
Table II shows the marital status of the group studied. 
Single 
TABLE II 
MARITAL STATUS 
Separated or Married and 
II 
Divorced Living with Spouse Total '1 
Male 
1 Female 
Total 
9 
4 
13 
1 
2 
3 
1 
2 
3 
11 
___;a~ 'I 
19 
II 
----------------------------------------------------------- I I 
Although the majority of these patients appear to be of I 
marriageable age, few are married. Of the six who have been 
married, only three are married and living with the spouse 
at the time of this study. or the thirteen single patients, 
16 
II 
II 
three have not yet reached the age of consent. The three T 
patients who had unsuccessfully attempted marriage returned 
to the home of their parents. One of these patients was 
later asked to leave by her father. The three patients who 
are married and living with the spouse have children. It 
should be noted, too, that these three patients were in ado- 1 
lesoenoe at the onset of the illness. 
Table III shows the age of onset of the illness of the 
patients. 
TABLE III 
AGE OF ONSET 
il 
Age Range in Years Number of Patients 
0-4 5 
5-9 4 
10-14 3 
15-19 6 
20-24 l 
Total 19 
The age of onset of the illness presents an interesting 
scatter. The majority (eighteen) of the patients studied 
experienced the onset of the disease before reaching the age 
of twenty. Similar information was not available for the 
Clinic population as a whole. From the study of one hundred 
!I 
seventy-eight seizure patients treated at the Outpatient 1/ 
I Department of the Royal Victoria Hospital., Dr. Francis j~ 
I McNaughton reported that in an overwhelming majority of the ~~ 
II 
17 
patients the seizures began before the age of twenty, with 
the age of onset fairly evenly divided between the first and 
second decades.l5 
Table III illustrates the close resemblance between the 
age of onset scatter in the nineteen patients studied and 
that of the larger Montreal group. Here, too, the age of 11 
onset is evenly divided between the first and second decades •'! 
These two decades are the sensitive periods for the develoP- 1 
ment of the individual personality. This illness with its ' 
accompanying social stigma does much harm during this period 11 
to the young patient's self-evaluation. 
Table IV shows the number of years that patients have 
been epileptic. 
TABLE IV 
DURATION OF ILLNESS 
Number of Years' 
Duration of Illness Number of Patients 
1-5 
6-10 
11-15 
16-20 
21-25 
26-30 
1 
7 
2 
3 
3 
3 
Total 19 II 
I 
I 
15Joan C. Tho~as and Elabel MeL. Davidson, "Social Pro- ' 
bleme of the Epileptic Patient, 11 p. 10. 
18 
Only one of the nineteen patients studied came to the 
Clinic within one year of the onset of the illness. Eight-
een patients have had the illness for more than five years. 
, Seven of the patients have had the illness from six to ten 
11 years. A trend of a relatively long interval prior to treat- 1 
ment is certainly indicated by these figures, since the Clin-
ic was established only six years ago. Although some of 11 
II these patients may have had treatment at other places prior 
lj to coming to this Clinic, their reluctance to accept the 
I' 
diagnosis and submit to the discipline of the medical regime 
I complicates the rehabilitative process.l6 
1 What Are the Problems for \'fuich the Seizure Patients Were 
jj Referred .t.Q. . Social Service? 
Seventeen of the patients were referred to the social 
II worker by the examining doctor. In one of these seventeen 
11 cases, mention was made that the patient himself requested 
il help with a social problem. On the whole, the doctor made 
1
\ the referral to meet some special need that interfered with 
I 
the program for that patient's rehabilitation. In ~wo in-
II 
stances, the patient's referral to the social worker preceded 
their appointment in the Seizure Clinic. One of the patients :1 
requested help from the social worker on his own motivation. I 
The second of these two patients was referred to the social .\ 
16I. Charles Kaufman and Avery D. Weisman, "Experience 
a Seizure Clinic," p. 2. 
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~~ worker prior to the Seizure Clinic appointment by a concerned, 
I 
! relative. I' 
I 
I 
Table V shows the classification of the referral pro- I 
blems. 
TABLE V 
INITIAL PROBLEMS 
II 
'============================================== 
II 
Classes of Problems Number of Patients 
li -------------------------------------------------------------
Economic 2 
Institutional 3 
Medical Care 5 
Recreation 1 
Social History 1 
Vocational Plan ? 
Total 19 
A majority of the patients were initially referred for 
help with vocational plans. With any group of people of the 
ages of the patients in this group, vocational planning is an 
expected major concern. Five of the patient s were referred 
to the social worker for help with planning for medical care. ,: 
In two of these cases, the patient was in need of help with 
transportation to the Clinic. Two more of them were seen by 
social workers in order to be briefed on the medical proce-
dure and to have some of their fears allayed. The families 
of the patients in these two cases were also seen in order 
to enlist their help for the patient. The fifth case was 
referred to the social worker for help in developing a plan 
20 
11 for periodic laboratory checkups in the vicinity of the 
II 
patient's home. 
Three referrals were made to determine whether the pa-
tients needed institutionalization. Two patients were re-
ferred for help with economic plans. Both of these patients l
1 
were married and had responsibility for providing subsistence 1 I 
for others in their family. In the process of providing help I 
for these two patients, it is expected that more may be in-
1 
volved than merely help with an application to the appropri- 1 
ate public assistance agency. II 
The remaining two classes are self-explanatory. The re-11 
ferral made for. recreational plans was for a patient for 
whom activi~ was indicated but not of a vocational type. 
The patient referred for social history had been unable to 
provide factual information for the doctor. This is another 
instance of the necessity to work with the family of the pa-
tient. 
VVhat Are The Problems With Which Social Service Can Offer 
---
Thirteen of the nineteen patients studied indicated to 
the social worker problems in addition to the ones for which 1 
they were initially referred. Table VI shows the classifi- I 
cations of problems with which help was offered by the so-
cial worker. 
21 
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TABLE VI 
PROBLEMS W:rrH WHICH HELP WAS OFFERED BY 
THE SOCIAL WORKER 
Classes of Problems 
(Including Table V) 
Behavior Difficulty 
Economic 
Educational 
Institutional 
Marital 
Medical Care 
Need for Positive Relationship 
Recreation 
Social History 
Vocational Plan 
Number of Patients 
4 
2 
2 
3 
2 . 
5 
5 
2 
1 
9 
Of the classifications already mentioned, additions 
'I 
'I 
were made in the class of Vocational Plan, and four new pro- 1 
blem classifications emerged. These new classifications are: 
II behavior difficulty, educational needs, marital difficulty, 
11 
I 
I 
and the need for a positive relationship. The writer in-
eluded cases in a problem class when specific mention was 
made of the problem in the record as one with which the so-
cial worker attempted to offer help. That fact does not ne-
gate the possibility, for example, that all these patients 
were in need of a positive relationship. What is indicated 
here is that with five of these patients this need amounted 
to a social problem. Similar considerations operated in the 1 
creation of the class behavior difficulty. The writer 
!I 
II 
!I 
I 
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li designated as behavior difficulty those patients whose bi-
il 
11 zarre behavior not only provoked social problems in the com- II 
II munity, but also in the face-to-face relationship with t h e 
II worker. 
I Two patients were found to need assistance with an edu- \
1 
cational plan. One of these was an adolescent who had been 
taken out of school at t he onset of the illness. The 'seconi 
I 
patient desired to take courses to help her overcome her in- '\ 
adequacies in household responsibilities. Two patients de-
sired help with amarital problem. 
What Difficulties Are Encountered ~ The Social Worker in 
Helping These Patients? 
Since most of these patients were referred to the social' 
worker by the doctor, one questions whether they themselves 
were dissatisfied with their situations. In other words, it 
is important to try to evaluate to what extent each patient 
was asking for help. For the most part the writer found man-
, ifold recorded evidences of the patients' verbal and non-
11 
I 
verbal expressions of dissatisfactions, which seemed to indi-
cate a request for help. However, in man y cases there were 
indications that the patient had dis covered a way of dealing 1, 
with painful life experiences with minimal pain. It was evi-
1 dent that many patients were not asking for help and had no 
desire to change. The nature of the solutions utilized by 
many of t h e patients provided the major difficulty for the 
social worker in attempts to help the patient. In several 
II 
II 
I 
!I 
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cases, the patient found extreme difficulty in verbalizing 
and thereby impeded the progress of exploration. Other pa-
tients did speak, but produced material of phantasy so that 
only contact with other members of the patients' families 
!' I 
could provide the necessary factual data. All these pat ients j. 
il 
experienced extreme difficulty initially in relating with II 
confidence to the social worker. In eighteen cases there 
" I were evidences noted by the social worker of the patient's 
I having fears of being rejected. In seven of these cases the :. 
I social worker noted evidences of maternal over-protect ion. lj 
J In many cases there was no indication made by the social worl<:l l 
1 er of the origins of the feelings and fears of rejection. I 
I 
I 
I 
I 
I 
I 
I 
II 
From the study of the problems and personal solutions 
of these patients, three separate groups emerged. Chart I 
with groups A, B, and C shows the classifications. 
CHARr I 
PROBLEMS AND SOLUTIONS 
I 
f 
=================== ,, 
GROUP A 
PATIEl~S UNRESPONSIVE TO THE SOCIAL WORKER 
II 
I 
I 
=========================================== il 
Description of Problem Description of Solution 
Patient fears expressing 
guilt, fears rejection. Uncommunicative, cannot be reached emotioqally, 
is satisfied with type 
of activity he finds him-
self. ! 
II 
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CHART I 
(continued) 
Extreme feelings of un-
worthiness, fears rejec-
tion, fearful of authori-
ty. 
Has little tolerance for 
frustration, suffers from 
extreme experience of ma-
ternal rejection. 
GROUP A 
Unable to establish re-
lationships except with-
in family circle, little 
tolerance for frustration, 
extremely dependent per-
son. 
Extreme withdrawal from 
reality, fearful of ubi-
quitous rejection and 
1 failure, feels helpless 
and ill continually. 
Feels rejected, unworthy 
and unmanly, fears ex-
pression of overwhelming 
anger and aggressiveness. 
Feels guilty, fearful of 
expression of anger, feels 
1 punished by life and fears 
rejection. 
Alternates self-indulging 
behavior with self-puni- 1 
shing behavior, withdraws 1 
physically from social 
worker. 
I• Relates to new persons in , 
terms of phantasy, a ot s 
out violent ly with aggres- 1 
sive feelings. 
Becomes suspicious of 
everyone, takes no ini-
tiative, satisfied to re-
main at home, walks out 
of interview. 
Extremely critical of all 
his contacts, lives in a 
phantasy of great success, . 
preoccupied with bodily '' 
symptoms other than epi-
lepsy, does not relate. 
I 
I 
Shy, lives in phantasy of l 
successful expression of 
aggressiveness. 
tl 
I 
II 
Punishes self for illness II 
by taking on total respon-!; 
sibility for family, feare 
punishment from social 
worker and runs away. 
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CHART I 
( Continued) 
GROUP B 
II PATIENTS PARTIALLY RESPONSIVE TO THE SOCIAL WORKER 
:I 
1 Description of Problem 
I 
I 
I 
Adolescent with addi-
tional handicap of being 
deaf-mute. 
Fearful of new experi-
ences, fears rejection 
or failure, child-like 
dependence on parents. 
Fearful of new relation-
ships, fearful of rejec-
tion. 
Limited intelligence, 
sensitive to rejection, 
fearful of expressing 
hostility. 
Description of Solution 
Parents placed child in 
school for deaf-mutes, and 
administrator was unable 1 
to provide transportation 'I 
to Clinic. 
II 
Feels safest at home with 
parents and friends in II 
small community, made con-1 
scious choice to stay at 
home despite opportunity 
for vocational rehabili-
tation involving a move 
from home. 
Withdrawn behavior, ceased .1 
coming to see social work- , 
er. 
II 
Relates with extreme sub- I 
mission in desire to re-
main protected, patient's 
mother stopped appoint-
ments for child with work- 1
1
1 
er. 
ll 
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CHARI' I 
(Continued) 
GROUP C 
li 
II 
1: 
il 
PATIENrS RESPONSIVE TO THE SOCIAL WORKER 
~ Description of Problem 
I 
I 
I 
II 
II 
I 
Fearful of new relation-
ships and experiences, 
inability to express 
hostility, fearful of 
rejection. 
Fearful of rejection, 
fearful of expressing 
anger. 
Adolescent, overprotected 
by mother, veiled feelings 
of hostility, fearful of 
rejection and social cen-
sure. 
Excessive feelings of 
competition, fearful of 
rejection, inability to 
express anger, ability 
for fine mechanical work, 
but difficulty with feelings 
about co-workers. 
Description of Solution 
Has limited relationships I 
to family at home, ex-
presses hostility to fam-
ily who are out of home, 
slow to involve self in 
new relationship, but man-
ifests some ability to do 
so with social worker, 
accepted referral to psy-
chotherapy. 
Shy, difficulty in verba-
lization, gave impression 
of menta 1 dullness, made 
use of re la t ionsh ip with 1 
social worker to express 
herself and make educa-
tional plans to build 
self-esteem. 
I Quiet, smiling rigidity, 
remains at home, parents 
and patient were seen by 
social worker to provide 1 
them with realistic un-
derstanding of illness, 
casework with parents to 
allow more freedom for 
patient. I 
II 
Fearful .of new relation- II 
ships and experiences, 
ability to utilize social II 
worker to gain support in 
vocational plans, accepted ., 
referral to psychotherapy. [ 
II 
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Fearful of failure, 
fearful of rejection, 
excessively critical 
and irritable. 
CHART I 
(Continued) 
GROUP C 
(Continued) 
Mother overprotective, 
adolescent of limited 
intelligence, rebellious 
and fearful of being con-
trolled. 
Fearful of rejection, 
insecure in sibling re-
lationships, feels un-
worthy because of illness. 
Shy, critical of self and 
others, intense discom-
fort over present situa-
tion, he sought help for 
reality and emotional pro-' 
blerns, main help carne 
through his ability to 
gain support from profes- 1 
sional help. I ~ . 
Limited ability to see 
self and problem or to re-
late, excessively demand-
ing with slight tendency 
to act out, accepted en-
vironmental plans, and 
mother also was able to 
accept referral to psy-
chotherapy. 
Shy, diffident, but has 
ability to utilize rela- , 
tionship with social work-
er to make vocational plans '! 
also increased self-esteem. 
__________________________ ,, 
Seven patients were classified under Group A as unre-
sponsive to the social worker. Three of these patients had 
I 
II 
worked out a solution by the use of excessive phantasy. Two 
others actually walked out of the interviews. The sixth pa- II 
I 
tient in this group maintained himself by remaining uncomrnu-
nicative and emotionally unresponsive. The seventh patient 
seemed to fear punishment from the social worker and avoided 
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the worker. 
Group B patients, classified as partially responsive to 
t he social worker, was comprised of five patients. Two of 
these patients were prevented from continuing with the so-
cial worker by the person responsible for their care. In 
one case, this person was the administrator of a resident 
school, and the patient was prevented from attending the :1 
Clinic by lack of transportation. In the second case, the 
mother became impatient and made her child cease coming to 
the Clinic. In the three remaining cases, the patient made 
limited use of the social worker, usually by being rather 
withdrawn. 
Seven cases were evaluated as responsive to the social 
, worker, and are shown in Group c. The problems of the seven I' 
I 
II 
in this group are similar to the other patients. The differ- 1 
I 
ence seems to be the fact that these seven patients were ask-
Two cases emerge for comparison with several 
These two are of the adolescents whose 
I 
parents were approached ' by the social worker to alleviate in ,I 
a meaningful way the negative attitudes and behavior of 
parents toward the patients. This poses the problem of 
the 
when I 
and how to work with the families of these patients. This 
question may be more appropriately examined in the following 
section. 
How Is The Help Administered ~ The Social Worker? 
The most important factor noted in the study thus far 
II 
I 
I 
I' 
I 
r 
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unique in case work services, the pr•obilems of these patients l1 
I 
as already presented in the study, emP;hasi~ed the i mportance j 
I 
of acceptance and understanding on the part of the worker. 
I I 
However, in conjunction with the fact1 r of relationship, the I 
writer found that there were specific! types of help adminis- ~~ 
tered. I I In six cases, another member of ~ he patient 1 s family was1
1 contacted, in order to expedite the t :reatment of the epilep-
! I 
I 
tic. In two of these cases the reason for seeing a member 
I w~s uncon~unicative. In of the family was that the patient il 
I 'I 
the other four cases, the patients were adolescents and it 11 
: I' was felt that a parent should be awa;be of possible education- ,! 
al and vocational plans for the patibnt. It was also felt l1 
I I 
that the parent s h ould be helped to get more understandi ng 
of t h e child's illness. 
I 
I 
The writer also found that in ~eventeen cases, the so-
l 
I 
cial worker utilized educational meth ods as a means of help-
ing the patient. In the remaining ~wo cases of the study , 
I 
this means of helping the patient w~ s not attempted since t h e 
I 
patients did not r emain in treatme n!t long 
In fourteen cases, a large 
were utilized in the a t tempt t o 
adequate adjustments. 
Nurse Association for 
I 
I 
I 
number of 
I 
he~p the 
I 
enough. 
community resources 
patients make more 
Settlement Houses for recreational activities, Vocational 
Rehabilitation for job training, and the Department of Pub-
lic Welfare for financial assis.tance. 
I 
=~ 
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CHAPTER V 1 
CASE PRESENTATION 
I 
I 32 -~ 
I 
The cases to be presented are representative of the I 
three groups shown in Chart I in Chapt i r IV. The three grou,p-J 
ings, which were the result of an analysis of the problems 
and solutions of the patients, were de i ignated as: (A) Pa-
tients unresponsive to the social worker, (B) Patients par-
tially responsive to the social worker l and (C) Patients re-
sponsive to the social worker. Two cases were chosen from 
each group in order to present the coJon characteristics and ll 
the deviations between the patients in leach group. I 
The following two cases are from ~roup A. 
GROUP A 
Case 1. 
Marion C is a single, thirty-three 
year old daughter of ag~d parents. She 
I 
appears to be of limited int~lligence, but 
her life experiences have been limiting. 
She has been hospitalized several times at 
M State Hospital as a result of uncontrol-
lable rages toward her parenrs• She resents 
what she calls her mother's yrying to boss 
her, and especially dislikes to have her 
mother interfere in her relationship with 
her father. Although she ar~ues with her 
father, she is fond of him. IShe lives with 
the constant fear that her parents will send 
her back to M.Hospital, and she claims that 
she even remains awake at night to listen 
to her parents for this reas t n· 
I 
II 
:I 
=---==----=---- - ---- - -- -
Marion's first seizure occured when 
she was ten months old. At the Clinic 
her seizures were found to be of focal 
origin. The generalized motor convulsions 
which comprised her attack, usually last a 
minute or two and occur on the average of 
six per month. She experiences many attacks 
on the street and in these instances is 
brought home by a policeman. She says that 
she has always been afraid that the police-
man would take her to M Hospital instead of 
home. Although the doctors at the Clinic 
have found the combination of drugs that 
have achieved a fair degree of seizure con-
trol, seizures persist in response to emo-
tional upsets. 
She was referred to the social worker 
in January, 1949 for help in developing a 
plan that would enable her to rmke a more 
satisfying social adjustment outside of the 
institution. Marion used the weekly inter-
views with the social worker to ventilate 
her hostility toward her mother. It was 
_ felt that the social worker should try to 
establish a relationship as a positive 
older sister. A working relationship was 
established with a family society w1 th wtwm 
the patient had had an earlier contact. The 
worker there was to try to help the girl 
find appropriate living arrangements away 
from home. Marion also enrolled in the 
cooking classes at the "Y". 
The emphasis in the interviews with 
the worker was to help Marion to see that 
t h e worker liked her even though not all 
her behavior could be accepted. She also 
emphasized that having epilepsy need not 
deter her from a "normal" life. Although 
it seemed that Marion was using the social 
worker and the environmental helps to pro-
gress, this did not continue for long. 
Marion enjoyed her cooking classes mainly 
through her very strong idealized attach-
ment to the teacher. When the teacher was 
to leave, Marion became enraged and had to 
be controlled from attacking some of the 
other girls in her class. Because of her 
continuing tendency to act out her aggres-
sive feelings, it was established that re-
turn to M Hospital was actually the best 
- =- --~----=--==----=-= ===== 
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plan for the safety of this girl and others 
who mi ght come in contact with her. 
I 
II 
II 
II I __ 
I! 
I 
The fact that Marion is able to express her feelings is 1 
not as important as the fact that she is unable to accept 1
1
: 
reality. She is too disturbed to use the help of the social 
worker. Thus the case of Marion is similar to the others 
Group A. 
Case 2. 
John S is a twenty-four year old, un-
employed mechanic. Although he was married 
during a four year period when he worked 
away from home, he is now separated from his 
wife and refuses to discuss this with anyone. 
At the pre sent t 1me he is living at hon~ with 
his mother, toward whom he has evidenced a 
very strong, child-like dependency. He is 
mainly preoccupied with physical symptoms 
such as headaches and anuresis. 
His seizures began when he was eighteen 
years old, and have been diagnosed at the 
Clinic to have a focal origin. The attacks 
last from a few minutes to half' an hour, and 
are reported to occur about once a year. 
During these attacks, he has been known to 
have evidenced vague automatic behavior, 
technically named ichtal automatism. Although 
he has experienced no seizures since he has 
been put on an anti-convulsive drug, a longer 
time is necessary to evaluate the control 
that has been achieved, since the seizures 
have been infrequent. 
John was referred to the social worker 
in September, 1949 for help with vocational 
plans. He refused to discuss certain things 
entirely when in interviews. He preferred 
to talk about his annoyance with his physical 
symptoms or to expand on his imaginary scien-
tific discoveries. The social worker attempted 
to help him find a commercial outlet for trin-
kets he produced in his spare time, but he re-
fused to fill any orders because he considered 
himself too sick. An attempt was therefore 
made to find him a place in a sheltered 
in 
=,.-==il===-=-=-=---------=~ -,_- - ·-------·-·---
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workshop where allowance could be made for 
times when he felt sick. He made feeble 
attempts to utilize this resource, but 
stalked out angrily because the lack of 
skill of the other workers and their waste-
ful habits irritated him beyond endurance. 
John represents a tendency seen in Group A to work out 
11 
I 
satisfactions in a phantasy that does not make the demand on I' 
him that reality does. He protects himself from his violent !I 
feelings by refusing to discuss subjects about which he is 
sensitive, and walks out of situations which stimulate these 11 
feelings. Another factor demonstrated by John which is com- 1! 
mon with the group, is an inability to relate to a social 
worker with feelings of trust. 
GROUP B 
Case 3. 
William B is a thirty-eight year old, 
single man. He lives at home with his parents 
and admits that he is unable to get along with 
his older brother. From the observations of 
the doctor a, it is evident that William' a 
mother is domineering and overprotective of 
him. 
William has had epilepsy since childhood 
when the attacks were very severe. The Clinic 
dia gnosis identified his seizures as "highest 
level" in origin. These attacks, which are 
minor, a rhythmic turning of the eyes and the 
head, last usually for three seconds. He used 
to have from one to seven attacks daily, but 
with the medication prescribed, complete con-
trol was achieved for a two year period. 
William then started to drink excessively 
and re-experienced seizures. 
William was referred to the social work-
er for the second time in June, 1949. His 
problem at this time was to find free medical 
facilities in his community so that he need 
not come into the Clinic for the more frequent 
I 
I 
I 
I! 
I 
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I 
I 
laboratory for the more frequent labora-
tory check-ups. The social worker made 
inquiries into the local, public, private 
and medical agencies likely to be of help, 
and provided William with a possible plan. 
However, he was unable to decide to use 
this plan. In the earlier contacts with 
the social worker, William had been re-
ferred for help with vocational plans. 
At that time his decision was to remain 
at home with his parents end depend upon 
seasonal unskilled work, rather than move 
to the city where he could be offered job 
training. 
William typifies the cases in Group B. He asks for help, 
talks with the social worker, but is unable to go any fur- ~~ 
ther. These patients did connnunicate with the social worker,
1
1 
but in every instance made extremely limited use of the help. ! 
I 
Each one of these patients accepted environmental suggestions 
and made use of the social worker spe c.if ically in relation 
to these environmental suggestions. In every instance, as 
William shows, these patients did not become involved in an 
emotionally meaningful relationship with the social worker. 
However, their distrust is less apparent than that shown by 
the patients in Group A. 
Case 4. 
Ruth R is single, attractive, and twenty-
five. She lives with her mother, father, and 
three older brothers. She would like to have 
a city job like her father and brothers. Ruth 
is always accompanied by her mother and has 
been observed by the doctor to have made slips 
of the tongue indicating her hostility toward 
her mother. Although to others this hostility 
seems thinly veiled, Ruth seems to be unaware 
of her feelings. She does not complain about 
the fact that she has no girl friends, those 
I 
I 
I 
I 
I 
I 
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she had having been married. She feels that 
she could meet other young people through 
her brothers, but she claims that they keep 
her existence a secret. Her mother has said 
to the doctors and to the social worker that 
her sons have never given her as much trouble 
as Ruth has because of her epilepsy. 
Ruth has had seizures since she was two 
years old. She had a reprieve from them be-
tween the ages of ten and sixteen. When the 
seizures started again, they were so severe 
that she needed to be hospitalized for a time. 
At the Clinic her seizures were found to be 
of focal origin with ichtal automatism. Her 
attacks lasted for several minutes and occur-
red with varying frequency. During the time 
when she was working she had one attack about 
every two months. Because of her mother being 
temporarily ill, Ruth left her last job to 
take care of the house. Vfuile her mother was 
in the hospital, she w&s seizure free. Upon 
her mother's return to the house, Ruth began 
to have seizures again. 
Ruth was referred to the social worker 
in January, 1950, for help with vocational 
plans. She brought her mother with her to 
the first interview. Arrangements were made 
for her to come alone for the . next inter-
views. Ruth defined her interest in jobs 
very specifically. She wanted to work for 
the city, and she felt that she worked better 
when she was supervised by a man. She had 
had experience as an unskilled worker in 
kitchens. She was not interested in job 
training. The worker explored the procedures 
for the type of work in which Ruth expressed 
interest. The worker's purpose in doing this 
was to try to support Ruth's desire to find 
work and to protect her in so far as possible 
from additional experiences of rejection. 
Ruth, however, was unable to accept any of 
the jobs offered to her. In each case her 
excuse was that the hours were inconvenient 
or that the pay was insufficient. It soon 
·became apparent to the worker that the main 
difficulty for Ruth was that in each case 
the interviewer had been women. The point 
at which this became evident to the worker 
paralleled the point at which Ruth began 
to have her mother telephone to cancel her 
37 
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appointments with the social worker. Al-
though the worker made additional attempts 
to reach Ruth to talk over this difficulty 
with her, Ruth's reaction was to write 
worker a note asking whether she would be 
eligible to apply for public assistance. 
Ruth has specific needs and attempts to utilize the 
help of the social worker. However, it is also apparent 
she is unable to respond completely to help from a female 
worker. Thus, this case is representative of the patients 
in Group B who only partially respond to the help of the so- 1; 
cial worker. 
GROUP C 
Case 5. 
Robert G is a single, young man of 
twenty-two. He is a high school graduate 
and has had six months of additional train-
ing at a technical s choo 1. He feels, how-
ever, that he has lost out because he is not 
a veteran. He is aware of his envious feel-
ings toward his younger brother Who he feels 
has more brains and more friends than he has. 
Robert's mother objected to his having had 
an electroencephalogram and objects to his 
taking medication, but Robert continues to 
come to the Clinic in spite of his mother's 
feelings. He says his mother feels every-
thing he does is wrong. 
The onset of Robert's seiztwes occurred 
when he was fourteen years old. His minor 
attacks which he described as nerves jumping, 
were diagnosed at the Clinic as "highest 
level" in origin, and occurred about once a 
week. When he felt 11 keyed-up 11 he would have 
several in a day. With the prescribed anti-
convulsant, good control of his seizures was 
achieved. 
Robert was referred to the social worker 
in October, 1949 for help with vocational 
planning. He had previously prepared himself 
by taking aptitude tests which showed that he 
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had mechanical skills. He also had an in-
terest in radio. The worker recognized 
with him the possibilities that such skill 
might hold for him and encouraged him to 
consider further technical training. Her 
recognition of him as a person went beyond 
this limited scope. She recognized with 
him some of the feelings he' had about him-
self because of his illness,- and emphasized 
the reality that inferiority and epilepsy 
were not synonymous. This reassurance 
helped him to evaluate himself more realis-
tically. He gained in self-confidence when 
his attempts to find further technical train-
ing led to his being granted a scholarship. 
He continued to see the social worker for 
help_ in integrating the new experience with 
appropriate attitudes toward life and him-
self. 
Robert is able to move very quickly into new construe-
tive attitudes toward himself. His many achievements rein-
force his attempts to develop a new self-evaluation. The 
factor common to Group C as a whole is the ability of these 
persons to work hard at achieving the change in themselves. 
Robert, however, seems to move more quickly than the others 
in the group. 
Case 6. 
Thomas His a sixteen year old boy of 
limited intelligence. His younger brother 
is doing badly at school and his baby sister 
age six, is markedly nervous. Mrs. H is 
mainly concerned about Thomas' health and 
development. She fears that his father's 
laclc of interest in him is detrimental and 
seems to be much less concerned about the 
other two children. 
Thomas developed seizures following 
a case of mumps at the age of seven. At 
first his attacks occurred annually, but 
at the age of eleven they became dramati-
cally frequent. He would have one or two 
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major attacks daily. At the Clinic the 
diagnosis of cerebral seizures-post-
encephalitic, was made. With medication, 
the number was reduced to one in twelve 
weeks. 
The doctor referred Mrs. H to the so-
cial worker in February, 1949, to evaluate 
whether a social adjuetment could be achieved 
for this boy outside of an institution, which 
w~uld not be detrimental to his siblings. 
The social worker encouraged Mrs. H to talk 
about her feelings toward Thomas, institution-
alization, ·her husband's attitude toward 
Thomas, and a description of what was happen-
ing with her two younger children. Mrs. H 
produced much material about these things in 
response to the worker's interest in her and 
the non-judgmental atmosphere created by the 
worker. The social worker directed some of 
the discussion toward a picture of t he total 
family situation, to help Mrs. H recognize 
the reality involved. 
A plan was evolved to send Thomas to a 
state colony for epileptics, and the doctor 
aided in the attempt to relieve Mrs. H's 
guilt about this by making an authoritative 
recommendation. The social worker continued 
her interest in Mrs. H to help her evolve 
adequate plans for the treatment of her ot her 
two children. Mrs. H ceased seeing the social 
worker for a brief period of time during which 
she brought Thomas home from the colony. She 
returned to the Clinic with him and this time 
began to express great concern ~or his sexual 
development, and blamed herself for not giving 
him adequate information. The social w·orker 
concentrated on helping Mrs. H realize her 
own emotional problem and was able to effect 
a referral for psychotherapy for herself. 
The social worker continued to b e active 
on a temporary basis in helping Mrs. H work 
out plans for activity for Thomas outside of 
the home, in order to relieve some of the 
pressure on t he other children. For this 
purpose use was made of a variety of volun-
tary services in the community, such as Big 
Brother Association, Jewish Vocational Bureau, 
and Agassiz Foundation. 
In this case Mrs. H was the client of the social worker 
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in relation to her son's treatment. One other case in Group jj 
C was similar in this respect. In both instances the patient j 
was a yound adolescent. The poor prognosis of' the patient j 
is the atypical feature of' this case. Mrs. H did respond to '' 
the social worker in using help, but was not able to main-
tain on her own the gains made in the early period of' her 
contact. She did trust the worker sufficiently to share 
with her material of' a deeply emotional nature that enabled 
t he worker finally to help Mrs. H accept a referral for psy-
chotherapy. Only with help for her deeper problems, will 
Mrs. H be able to accept and continue with the most realistic 
plan for her son and her family. 
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CHAPTER VI 
ST.TiviMARY AND CONCLUSIONS 
The purpose of this study was to investigate the way in 
which social service help was offered to the nineteen pa-
tients referred from Seizure Clinic, and the ways in which 
these patients received this help. Limitations were imposed 
I 
in two ways. The group of patients referred to social ser- I 
vice during the period selected fbr t~e study represented a ~~~ 
small proportion of the total clinic population. During the 
period studied, January 1, 1949 to January 31, 1950, the so·-
cial service department became enlarged and underwent a 
period of reorganization, which may have some reflection on 
the policy of timing and types of referrals. 
The question this study attempted to answer were: 
1. Vfuat are the problems for which these patients 
are referred to the social worker? 
2. Vfuat are the problems with which the social 
worker can offer help? 
3. Vfuat difficulties are encountered by the social 
worker in helping these patients? 
4. How is the help administered by the social worker? 
In a stunrnB.ry of background material, it can be seen tha 
there were wide variations in times of attacks among the 
,I 
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patients. The range of frequency was from seven daily to 
one annually with individual variation in between. The ages 
of the patients ranged from thirteen years to forty years. 
Eleven of the nineteen patients were in the twenties. Thir-
teen of the patients were unmarried. Three patients had 
been married and were at the time of the study separated or 
divorced. Three patients were married. It was noted that 
the age of onset of the illness occurred before the age of 
ten with nine patients. With nine other patients, the age 
of onset occurred before age twenty. The one remaining pa-
tient had t he age of onset at twenty-two. The length of 
t i me that these patients had the illness ranged from one 
year to thirty years. 
The problems for Which these patients were referred to 
social service were found to be of six general classes; eco·· 
nomic, institutional, medical care, recreational, social hi::~ J 
tory, and vocational planning. Seven patients were referred 
for vocational planning; five, for plans for medical care; I 
three , for plans involving consideration of institutionaliza_; 
tion; two, for economic plans; and one each for social his-
tory and plans for recreation. In six instances a member of 
t he family was seen by the social worker as a necessary part 
of the planning. Three of these cases were included under 
medical care, and two were in relation to an institutional 
plan, and the sixth was for help in getting the social his-
tory of the patient. 
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four new 
The s ocia 1 worker noted additional problems in 
cases. In reclassifying these additional problems, 
classes were added: behavior difficulty in four cases, edu-
cational planning in two cases, marital problem in two cases,
1
i 
and a need for a positive relationship in five cases. Two 
1 
additional patients were noted to be in need of recreational li 
plans. 
The difficulties encountered by the social worker in herll 
attempts to help the patients with their problems were pri- I 
marily related to the capacity of the patient to use the 
help. The cases divided themselves into three major groups: 1 
1. Patients unresponsive to the social worker. Seven 
patients were unable to use the help of the social worker. 
Two patients actually did not return after their first inter-
view. Three patients utilized phantasy to such an extent 
that they were unable to relate to the social worker on a 
! 
I 
I 
reality level. The other two were extremely withdrawn and 
uncommunicative. In general it was seen from the behavior of 'l 
these seven patients that they were not asking for help and 
were unable to change. 
2. Patients partially responsive to the social worker. 
The five patients were partially responsive to the social 
worker by expressing some interest in environmental planning • 
However, in the final analysis they were unable to utilize 
any of the help. Two of these patients were prevented from 
continuing the contact by the action of an important person 
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II to ~-The other three patients were also unable li in their home. 
utilize the environmental plan. One of these three ceased ,, 
coming with the reason unknown, the second blamed the social 
tient was too fearful of new experiences to try the plan. 
3. Patients responsive to the social worker. The seven, 
patients in this group ha.d problems similar to those in the ! 
other two groups. However, five of these patients were able II 
to undergo corrective experiences with the social worker. 
They were helped to develop a more positive attitude toward 
themselves and their illness through a warm and supportive 
relationship with the worker. These patients were able to 
make constructive vocational and educational plans. In two 
cases the necessity arose for treating the deeper emotional 
conflicts and a referral was made for psychotherapy. One 
parent of the two other patients in this group was also re-
ferred for psychotherapy. In these two remaining cases the 
parents were treated intensively by the social worker, and 
the social worker thus aided in p~oviding a more positive at-~ 
mosphere for the adolescent patients. I 
In studying how help was administered by the social work-
er, it was found that a warm and accepting relationship was 
of primary importance with these patients. In six cases, it 
was necessary to contact a member of the patient's family as 
an additional help in the treatment of the patient. The mos 
important factor in this rocedure seemed to be helpin the 
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patient and his illness. 
Education about the illness was utilized in seventeen 
cases as a means of helping the patient to become clearer 
II 
I 
Community re- ~ 
sources such as, the Division of Vocational Rehabilitation, 
about his potentialities and his limitations. 
the Department of Public Welfare, the Visiting Nurse Associ- I 
ation, and various settlement houses were utilized with four-
1 
teen patients in relation to vocational, financial, budgetir.gj 
I 
I 
and recreational needs. 11 
In conclusion, the evidence from the cases studied em- II 
phasizes that, along with medical treatment, social service 
help should be an important part of the total rehabilitation ,j 
pro gram for the epileptic patient. In addition to her other I 
case work skills, the social worker must have sensitivity to 11 
the extreme difficulty that the epileptic has in meeting new I 
people and situations. While the problems for which these I 
nineteen patients were referred seem to highlight particula~ l 
ly the major environmental difficulties, the additional pro-
blems with which the social worker offered help seemed to 
emphasize the limited social and emotional experiences of 
the epileptic patient. 
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Sample Schedule 
I. Identifying Data 
Age 
sex 
Marital Status 
Education 
Employment 
. APPENDIX 
II. Significant Relationships 
------------------------------
III.Medical Factors 
Diagnosis 
Age at onset of illness 
Frequency of Seizures 
Treatment 
Control achieved 
------------------------
IV. Social Service Data 
Reason for referral 
Date ------~A~g-e-n~t~-------
Casework Goals ----------------------
Casework Methods 
Comments 
Other Methods 
Present status of case 
previous referrals: yes ( ) 
Reason for previous referral 
Description of contact 
no ( ) 
V. Interpretation 
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